who opposed Cranston Low's (1924) conception of allergy being regarded as an attempt at ridding the body of the infecting agent. The best immunity can be brought about where the least allergic reaction is produced (Rich and McKee, 1934) . We find the same in our cases: the less reaction the better the improvement. Now the fact that reactions with these vitamin A ester preparations were not only obtained in light-sensitive eczema but in ordinary eczema as well shows that the antigenic factor in the preparation is not strictly specific. Barber in a paper on the significance and pathogenesis of certain dermatoses draws attention to the production of autogenous antigens in the body to which sensitization might develop; the primary antigens being multiple and often of different source. Functional deficiency of the liver must be regarded as the main centre for the formation or non-destruction of the secondary autogenous antigens well in conformity with Mainwaring's experimental result of deriving anaphylotoxin or secondary antigen from the liver as the cause of anaphylactic shock in sensitized dogs.
In practically every patient treated in the course of this investigation the reactions disappeared and healing began as soon as the preparations used were highly purified. Most probably the effect was due to their enabling the liver cells to deal properly with the autogenous antigens. When this recovery of the liver had been slowly achieved, even pieparations previously causing violent reactions were well tolerated. What is it in the preparation that achieves the desired result? It is most unlikely that it is the vitamin A since vitamin A alcohol and synthetic vitamin A esters have no curative effect. On the other hand oils like olive and arachis oil which were used as solvents gave reactions by themselves. We are therefore forced to assume that it is a certain factor always accompanying vitamin A esters in nature in minute doses that is responsible for bringing about the good results observed.
I want to thank Dr. Barber who kindly gave me every facility to carry out this work in his Department at Guy's H6spital. matous), which lasted for six months.
The existing eruption has been present for about six years. It appeared first around the ankles, the localization apparently being determined by the pressure of the shoes. Later the legs became involved, it was thought from pressure by gaiters and stirrup-leathers. The backs of the hands, wrists, and elbows were subsequently affected, and more recently the eruption has spread to the upper arms, forearms, palms, and thighs. Apart from the apparent effect of pressure, it was noted that, as in lichen planus, lesions appeared in scratch marks.
Two years ago she sustained a Pott's fracture of the right ankle. After this she began to suffer from pain and swelling of both ankles, and stiffness with some tenderness and swelling of the fingers. She also appears to have had some infection of her urinary tract, presumably due to the Bacillus coli.
In 1937 In 1938 she consulted me, and I regarded the case as one of atypical lichen planus of the obtusus type (not, of course, the so-called lichen obtusus corneus, the term formerly applied to prurigo nodularis). There were on the backs of the hands scratch-lines with flat papules which closely resembled those of lichen planus, and I erroneously thought that these clinched the diagnosis.
In 1942 the eruption had spread considerably and was a characteristic example of lichen ruber monilifornmis, or, as Wise and Rein call it " morbus moniliformis lichenoides " (Arch. Derm. Syph., Chicago, 1936, 34, 830) , for now the characteristic moniliform arrangement of the papules was evident on certain areas, notably the wrists, lower forearms, and ankles. The clinical picture is very striking. The distribution is more limited than in the case dlescribed by Wise and Rein (a male aged 38), the limbs only being involved. Two features deserve special emphasis-the exact symmetrv, and the fact that wherever the papules occur there is a bluish discoloration of the skin due presumably to capillary stasis. This affects the backs of the upper arms and forearms, the hands (the papules are present on the palms and sides of the fingers as well as on the dorsal surfaces), the lower thighs, and the legs. Here and there in the bluish areas are clear islets of white skin, with no papules. This bluish condition of the skin is comparable to that so frequently seen in females, particularly in adolescent girls, on the legs and upper arms, associated with inicreased deposition of subcutaneous fat and keratosis pilaris (erythrocyanosis crurum puellaris). In these cases there are often definite pads just above the ankles due partly to fat and partly, I think, to lymphatic stasis. Similar pads are well seen in this patient
The elementary lesions vary in size and in colour apparently according to their age. They are raised papules, firm, somewhat resilient to the touch but not " shotty ". The more recent ones, as exemplified by those on the deltoid regions and near the posterior axillary borders, are pale-yellow and waxy-looking. The older ones, which, I think, are situated chiefly on the areas that are bluish-red in colour, are themselves dark red. The lesions are for the most part very closely aggregated, forming in some parts a mosaic pattern and in others the characteristic moniliform chains. In places, however, they are more discrete, for example on the elbows. It would seem that the oldest papules flatten down and tend to disappear spontaneously. This has occurred, for example, on the dorsal surface of the feet.
An examination of the blood showed some degree of simple anaemia. The differential leucocyte count showed a slight relative lymphocytosis. There was no eosinophilia.
Histology (Dr. W. Freudenthal).-The papules are marked by areas of apparently rarefied connective tissue which stains only faintly with eosin. When stained with thionin according to Hoyer these areas show an extensive, dense, fine-fibrillary net-work stained metachromatically pink, thus indicating the presence of mucin.
Regarding the classification of this condi.tion Wise and Rein quite rightly came to the conclusion that it was not a lichen planus, but a " morbus " of its own. I think we are entitled to include our case of lichen moniliformis in the myxoedema group. It might be termed " myxoedema moniliforme" and be regarded as a variety of myxcedema papulosum. (This case will be published later in full.)
Dr. F. PARKES WEBER: I think the general appearance and the history of this case point to some endocrine disease, and what endocrine disease can one think of as more likely than some abnormalitv in thyroid function ? In spite of the lack of exact evidence I believe that a dysthyroidosis, not necessarilv a hypothyroidosis or a hyperthyroidosis, will prove to be at the root of the trouble.
Dr. H. AR. BARBER: I am in agreement with Dr. Parkes Weber that some endocrine disturbance is primarily responsible for this condition. Dr. P. M. F. Bishop did not think it necessarv to investigate the basal metabolic rate. He considered that oestrone-, rather than thyroid-deficiency was present. The patient has already taken thyroid. Dr. BARBER: Wise and Rein did stain for amyloid in their case, but without success.
